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I F~EL that my first duty is to apologise for bringing under 
your notice a subject that perhaps may be considered 
ancient history, but my excuse is that,  as far as I can 
trace, there have been no post-labour statistics collected 
during recent years. Ir is a well-known fact that there 
would be very little gyn~ecology except for midwifery. 
The number of patients who attended the Rotunda Hos- 
pital Dispensaries because of complaints consequent on 
their confinements determined me to endeavour to gather 
together some statistics regarding those patients who were 
delivered in the hospital. In  reviewing these figures one 
must bear in mind that most of these are women who had 
been delivered in a well-appointed hospital, under the 
best conditions, whereas a great number of those who are 
delivered outside the hospital run a much greater risk with 
less skilled attendants and less satisfactory surroundings. 

Having obtained the sanction of the Master, cards were 
printed and were given to all primipar~e as they left the 
hospital on the eighth day of the puerperium. The in- 
structions on these cards were to come for examination 
on that day week. Ir all those to whom cards were pre- 
sented had appe~red these statistics would have been 
greater; but personally I am satisfied, for warning had 

been given to me that norte would trouble to come. I 
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s h a l l  n o w  submi~  to  y o u  t h e  r e s u l t s  of e x a m i n i n g  543 

p r imipa r~e  s i x t e e n  d a y s  a f t e r  l a b o u r .  I n  543 cases  t h e r e  

wfire : 

:Norma l  . . . . . .  219 

C e r v i x  l a c e r a t e d  o n l y  . . . .  219 

S u b - i n v o l u t i o n  . . . . .  27 

C e r v i x  l a c e r a t  ed ,  a c c o m p a n i e d  by  r e t r o v e r s i o n  25 

R e t r o v e r s i o n  o n l y  . . . .  14 

C e r v i x  l a c e r a t e d  : n o n - u n i o n  of p e r i n e u m  - 12 

C e r v i x  l a c e r a t e d  : n o n - u n i o n  of p e r i n e u m ,  re-  

t r o v e r s i o n  . . . . .  8 

N o n - u n i o n  of p e r i n e u m  o n l y  - - - ;7 

P a r a m e t r i t i s  . . . . .  4 

N o n - u n i o n  of p e r i n e u m ,  r e t r o v e r s i o n  - - 3 

C y s t i t i s  . . . . .  

P r o l a p s e  . . . . .  2 

P y o s a l p i n x  . . . . . .  1 

T o t a l  . . . .  - 543 

T h a t  i s - -  

N o r m a l  - - 

TJace ra t ed  c e r v i x  - 

R e t r o v e r s i o n  - 

N o n - u n i o n  of p e r i n e u m  

S u b - i n v o l u t i o n  

P a r a m e t r i t i s  - 

C y s t i t i s  

P r o l a p s e  - 

P y o s a l p i n x  - 

219 or 4 0 . 3 3  p e r  cen t .  

264 or 4 8 . 6 2  ,, 

50 or  9 .21  ,, 

30 or  5 .52  ,, 

27 or  4 .97  ,, 

4 or  .07 ,, 

2 or  .035 ,, 

2 or  .035 ,, 

1 or  0 .18  ,, 

Normal Cases.J I r  s e e m s  e x t r a o r d i n a r y  to  f ind tha.t 

o n l y  s l i g h t l y  m o r e  t h a n  40 p e r  c e n t .  of t h e  cases  ex- 

a m i n e d  w e r e  p e r f e c t l y  n o r m a l .  B u t  w h e n  it  is s e e n  l a te r  
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~ha~ in the Table tears of the cervix from a third of ah 
inch upwards are included this apparent phenomenon is 

explained. 
Laceration o/ the C ervix. Some gyneecologists ex- 

amine a patient,  final a lacerated cervix, and tell her tha~ 

instruments were applied in the confinement. I t  will be 
seen by the vast number of these cases--viz.,  48.62 per 

cent . - - that  a tear of the cervix does not depend on the 
application of forceps. In  these 264 cases the injury 
varied from a third of an inch on one or other side to large 

bilateral tears, the size being absolutely independent of 

in struments. Colyer (1) and others have stated that  the 

extent of the tear depended on the time before labour that  
the membranes ruptured i.e., that the earlier the mem- 
branes ruptured the greater was the tear. In this investi- 
gation I have no definite statistical evidence about the 
point, but on questioning some of those who had exten- 

sive tears I was informed that  the " waters " had come 

away long before the birth of the infant. On finding such 

a large number of these lacerations one must needs en- 

quire whether their occurrence can be avoided : also what 

steps should be taken when they are discovered. Ir  seems 
im possible to avoid the fo.rmer in natural deliveries. The 

latter opens up a large field for discussion. I t  is well 
known that  the less intravaginal interference after the 

placenta has been delivered the better is the prognosis. 
If one could be sure that  a cervical laceration was present 
one might advise vaginal examination, with suture after- 
wards. As this diagnosis without examination is impos- 
sible, the question arises as to whether examination should 

be indulged in or not. Also, if a laceration is found, 
whether one should immediately suture or operate 

secondarily. Dickinson (2) finds tha~ tears of the cervix 
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are so common that he always examines and sutures at 
the same time as the perineum, or else three to ten days 
l~ter. There is no mention if he does denudation in the 
latter instance. In the discussion on this paper two other 
speakers concurred, but Cragin (3) " hit the nail on the 
head " when he said that although he approved of stitch- 
ing tears, yet he feared preaching this dictum to students 
owing to the skill and absolute aseptic technique re- 
quired. Baldy (4) does not suture tears ir discovered, Ÿ 
he considers they heal spontaneously; neither does he 
believe that cancer starts in a tear, as stated in many 
monographs, and noted by Ashton (5) in his " Practice 
of Gynsecology." Such a great authority as Whitridge 
Williams (6) advises against suturing unless there is 
h~emorrhage. Davis (7), from a study of 53 cases, con- 
dudes that lacerations of half-an-inch should be primarily 
closed, but points out the necessity for capability and 
aseptic technique. He found good union in 45, and con- 
siders a tear smaller than half-an-inch heals spontan- 
eously. In this long paper he describes his technique, in 
which there is nothing out of the common. Coles (S) 
quotes other authorities to show that tears occur in 5 per 
cent. to 15 per cent. of multiparm, and 25 per cent. to 50 
per cent. of primiparse. He says that this is too low a 
computation, and that 25 per cent. and 75 per cent. re- 
spectively have tears. From his investigations he con- 
dudes that involution should not be awaited, but imme- 
diate suture should be practised. T,ater he contradicts 
himself when he suggests that ir oedema is present 
another operation is afterwards necessary. He finds that 
the better class of patient expects to be lacerated and 
demands to be sutured. Comment on such an observation 
.is needlessI Heywood Smith (9) and Macnaughton 
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Jones (10) favour immediate suture, the former drawing 
attention to the danger in unstitched cases of endocervi- 
citis, fatal sepsis in large lacerations, abortion, sterility, 
and cancer. Wm.  E. Ground (11) finds immediate suture 
useless, and advises a secondary operation two months 
later. With  such varied opinions of distinguished 
obstetricians one must of necessity map out one's own 
course of treatment.  (a) Should one make a vaginal ex- 
amination immediately the placenta is delivered? The 
answer in normal cases appears to be in the negative : in 
fact, such teaching to inexperienced students would be 

b 

nothing short of criminal. In  traumatic h~emorrhage 
aising from the cervix the laceration should be sutured. 
In those cases where ah intrauterine douche is given the 
cervix should be examined, and ir necessary sutured. 
(b) Should all women be examined two months arder con- 
finement? Certainly. (c) Should they be informed that 
the cervix is torn and requires repair ? If they are similar 
to those patients of Coles (lI~) they will be pleased. But 
ir in this age of strenuous competition such news is heard 
by the ordinary woman, who is feeling recovered after her 
confinement, there will be a great tendency for her to em- 
ploy a different practitioner in the future. The best way 
out of a difficult position is to make a routine examination 
of patients, to tell them the dangers of cervical laceration : 
ir such be found, to advise operation a s a  safeguard rather 
than as a necessity. One might argue against operations 
that there is a danger of a repetition of the tear in the 
following confinement. An alternative suggestion is that  
there should be a routine examination of all women at the 
end of their child-bearing period, when all lacerated 
cervices could be repaired. 

Backward Displacement of the Uterus.--This is of such 
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common occurrence 
was much surprised 
i.e., 9.21 per cent. 
nearly similar average 
amined ten days after 

in the gynsecologist's practice that I 

~o find that only in 50 of the cases~ 
was ir present. Polak (13) found a 

viz., 43 in 500 when he ex- 
confinement. An examination of 

the same cases four to six weeks later revealed 231 in 
this series, of which 203 were mobile. The usual cause 
of post-partum retroversion is supposed to be the dorsal 
decubitus, and ir is suggested that frequent change of 
position will overcome this. I t  seems doubtful whether 
the modern idea of early rising will militate for or against. 
Polak (14) recommends proper postural treatment i.e., 
that the patient should assume the right and left lateral 
prone positions, that she should sit up early and leave 
bed to evacuate her bowels. In the discussion on this 
paper, Gallant (15) advised the use of a pessary post- 
partum. Zeigenspeck (16) has come to the conclusion 
that bladder over-distension, perimetritis, and pars- 
metritis are more common causes than have been sup- 
posed--the constant position on the back also predispos- 
ing. Bouffe de Saint Blaise (17) found only four retro- 

versions in 495 women examined. 
Ir seems from the above data that retroversion can be 

avoided. Proper postural treatment is the chief airo. 
Every patient should be examined once a month for st 
least four months after the confinement, when, if displace- 
ments are found, they can be easily corrected. :Precau- 
tions should be taken against bladder over-dist~ension. 

Non-union of the Perineum. There were 30 of these 
in the cases examined. This number seems large, but 
the difficulty in persuading patients of the humbler class 
that they must remain reasonably quiet, or of persuading 
�91 to have a secondary operation when the first is un- 
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successful, is enormous. This is not a fit time to intro- 
duce the question of the best operation, but the question 

material is relative. In  my first year as 
Master in 

of suture 
Assistant 
Master's permission, 
primipar~e in order to 

the Rotunda Hospital, with the 
I experimen~alised on abou~ 50 
find the results from the use of 

catgut. Although union was fair in these cases they were 
not nearly as gratifying as those obtained with silk-worm 
gut. A great disadvantage in cat~,ut for the skin is the 
tendency to avoid final examination of the wound, so that 
one may know if the work is satisfactory. Besides, ir is a 
fact well known that  catgut is ah absorbent material. Ir 
is extraordinary how many doctors and nurses will proudly 
say that they had never h a d a  patient with a lacerated 
perineum in their practice. How often have they sepa- 
rated the vulvar lips to search for those deep internal tears 

which are more serious than all the others? Polak (18) 
suggests a colpeurynteur in the vagina before the baby is 
born to obviate the risk of, tears. The main ob]ection to 
this is the extra manipulation. A secondary operation 
within a week is very successful ia clean cases. 

Sub-involution.--The uterus was just above the pubes 
in 27 cases, while discharge of a varied colour was present. 
Bouffe de Saint Blaise (19) found in 260 women that the 
uterus was palpable 4-9 cm. above the pubes when ex- 
amined on the ninth or tenth day. These cases of sub- 
involution soon yield to treatment,  but one cannot urge 
too strongly the necessity for manual examination of the 
inside of the uterus in those women who have a large 
uterus and a foetid discharge in order that  chorion- 

epithelioma may not be overlooked. 
Miscelladeous.--There were four cases of parametritis, 

two of cystitis, two of prolapse, and one of pyosalpinx, 
T. 2 A  
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and these ate of little importante. The cases of prolapse 
were only slight, and are no criterion, for one would 
expect prolapse to become serious at a much later date 
than sixteen days after confinement. Polak and Ziegen- 
speck (20) both consider cystitis to be due to insui¡ 
emptying of the bladder. Retention of urine is a very 
unpleasant and awkward complication which is usually 
found in association with lacerations of the perineum. Ir 
is often a nervous condition, and sometimes catheterisa- 
tion has to be practised for many weeks. Ammonia to the 
nose often brings instant relief. Rupture of the sym- 
physis pubis is luckily very rare in this country, although 
Kriwski (21) collected 134 cases, of which two occurred in 
his own practice. Scheurer (22) also reports a case. I 
remember assisting at a subcutaneoous pubiotomy where 
sharp h~emorrhage ensued when the needle was passed up, 
which was evidently due to its passage over a roughness 
in the bone where forcible delivery had been accomplished 
in the previous labour. A partial separation at some part 
of the pubic bone must often be an accompaniment of 
f(~rcible delivery. 

Embolism and Early Rising.~One of the most dis- 
cussed questions of the present day is the date when a 
patient should rise after labour. There have been many 
papers written on the sub]ect, and a conclusion seems us 
far distant as ever. In ~he Rotunda Hospital Report for 
1913 (23) Dr. Jellett writes : " Provided that their con- 
finement was normal and that there had been no perineal 
laceration, they were allowed and encouraged to sit up in 
bed after the first twelve hours, and to get out of bed to 
pass water if they wished to do so. After forty-eight 
hours, if they continued well, they were made to leave 
their bed at least twice in the twenty-four hours to pass 
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water. After seventy-two hours they were allowed to 
take a few steps or to sit for a few minutes on a chair or on 
their bed, the time they remained up being gradually in- 
creased so Iong as their state of health continued good. 
During the past year I have made no change in this plan, 
and: I have found ir most satisfactory," &c. 

Various foreign authorities have very different rules for 
their patŸ Polak (24) allows his patients to get out 
of bed from the commencement to evacuate their 
bowels, Rosenfeld (25), Simon (26), v. Alvensleben (27), 
Martin (28), Kronig (29), all believe in early rising. They 
have found no complications, their patients feel better, 
and Simon noted a decrease in morbidity. Schucking (30) 
advises rest in bed with gymn~stic exercises. Fromme 
(31) allows his patients after normal labour to rise for an 
hour on the second day. One patient died in three days, 
and the autopsy revealed thrombosis of the left ovarian, 
renal, and of all the left parametritic veins with em- 
bolism of the pulmonary artery. He considers that early 
rising is no prevention for thrombosis, and urges against 
ir. In a question of this kind one must search surgical 
records, and Burnham (32), in an excellent paper on post- 
operative thrombo-phlebitis, notes that Klein claims 50 
per cent. decrease in thrombosis since adopting early 
rising; but Burnham's own experience puts him against 
this form of treatment. Thrombo-phlebitis is preceded 
by a slowing of the blood-stream and by local and 
general disease of the vessel walls. Rest in bed, ichthyol 
Iocally, lemon-juice internally, as recommended by 
Almroth Wright, elevation of the limbs, with bandaging, 
are the best preventives for thrombosis with embolism 
as its possible sequel. Blanchard Wilson (33), from his 
studies at the Mayo Clinic, finds that embolism is more 
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common 
frequent after 
was no fatal 

in women than in men, and is comparatively 
abdominal hysterectomies, whereas there 

case in 449 vaginal hysterectomies. He 
suggests very early rising, free movement on the part of 
the patient, which must be done early enough to prevent 
the formation of extensive thrombi. He suggests drugs, 
such as the calcium salts, to increase the coagulability of 
the blood, and preaches the necessity for measures to 
cause a reduction of bacter~emia. Ir is impossible to 
make rules about a question of this kind, for although they 
may be followed by the educated patient, the woman in 
humble life is unable to follow them. The ideal treat- 
ment in a normal case seems to b~ free movements and 
gymnastic exercises from the beginning, rest in bed until 
the fourteenth day, when the uterus will certainly have 
the protection of the pelvis, and displacements will be less 
common. This rest in bed will favour involution of the 
contents of the pelvis, which early walking would seem to 
prevent. 

CONCLUSIONS. 

1. Cervical laceration after normal labour is very 
common. If it occurs, and h~emorrhage is present, 
immediate suture should be practised : if no h~emorrhage, 
the tear should be sewn in two months, or else a routine 
examination should be made of all women at the end of 
their child-bearing period, when all lacerated cervices 
should be repaired. 

2. Post-partum retroversion of the uterus, when not 
fixed back by inflammation, is caused by the dorsal decu- 
bitus. The best treatment, therefore, is postural. Every 
patient should be examined once a month for at least four 
months after confinement, 



By Da. BETE:E:h A. H. SOLO~ONS. 373 

3. When non-union 
second perinmorrhaphy 
asep~ic cases. 

of a stitched perineum occurs, a 
should be done immediately in 

4. No definite dictum can be laid down about early 
rising until some more sta~istics are published. In normal 
clean cases postural treatmen~ and gymnastic exercises 
~re advised. 
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THE PRESIDENT said the paper opened up a new field for 
obstetricians to more or less insist on the thorough exami- 
nation of their patients before discharging them. He was 
astonished at the very high percentage i.e., 48 of lacera- 
tions of the cervix u te ¡  which were found to have occurred 
in p¡ but, o2 course, the lacerations varied flora 
one4hird oZ an inch to one inch. He considered that  ir that 
large number  oZ lacerations oZ the cervix occurred one would 
expect severe post-partum hsemorrhage, and ir should cause 
the obstetrician to try and find the o¡ oZ the hmmor- 
rhage, and he would deem it a duty to stitch the cervix 
immediately. 

He thought tha t  most~ oZ the backward displacements he 
~requently found were congenitaI and unimportant ,  and no 
mat te r  what  t rea tment  may be carried out, at the end of 
two months ir the pat ient  is again examined this displace- 
ment  will be found to have recurred. He suggested that ir 
the patient was examined two months after confinement ir 
could be ascertained ir there was any real displacement, and 
an opinion could then be formed as to the t rea tment  neces- 
sary. ]=le looked on ir as a duty to suture a ruptured 
perineum at once. Catgut sutures very often become 
absorbed too soon, and in his practice he invariabIy used 
the ordinary silk-worm gut, and found ir successful. He 
had not yet  adopted " early rising," and from what he had 
heard he would be chary in doing so. 

I)R. HASTINGS TWEEDY said tha t  Dr. Solomon's statistics 
oZ lacerated cervices wouId come as a surprise to many. Ir 
had been asserted by ah eminent  Fellow oZ the Academy 
tha t  such tears dŸ not occur in normal delivery. This 
view was in the main true, but was subject to exceptions, 
for he (Dr. Tweedy) had reported tears after perfectly 
normal child-bir~h. 

Posture had no effect in b¡ about a condition of 
retro-displacement, ir owed its origin to the presence of a 
full bladder or to congenital defect in the majority ~f cases 
An improperly applied binder was another direct cause, 
and one tha t  was seldom appreciated. 

Before the application oZ a binder the uterus should be 
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sharply anteflexed, and the third pin should be placed 
so as to groove the binder above the uterus and fix the 
lat~er in a conditŸ of anteflexion. 

Pulmonary embolus was a septic condition, and did no~ 
arise in consequence of getting the patient up too soon. I i  
was, moreover, associated, in bis experience, with a quick 
pulse. 

DR. SPENCER StIEILL said he had seen many backward 
displacements of the uterus proJuced by tight lacing of the 
corset before complete involutioll had taken place. 

DR. ALLEN had found that in sutu¡ the perineum 
catgut alone does not gire as good results as silk-worm gut,, 
o r a  combination of both. He inquired ir the time at which 
the suturing is done has n o t a n  effect on the morbidity. 

DR. SOLOMONS, in replying, was unable to say whether 
perineums united better when stitched immediately or 
some hours after labour. He was convinced that when 
forceps was applied to the cervix which was not fully 
dilated a tear always resulted. He agreed tha~, 48 per 
cent. of tears in bis series was greater than the ultimate 
results would have shown, but he had pointed out 
that the paper was based on examinations made sixteen 
days after confinement, and he felt sure that  a great 
number of the tears then apparent would afterwards heal. 
He considered that  a capable nurse could apply a binder 
better than a doctor who gets so much less practice. 
He thought that  although the constant dorsal decubitus 
was the most, common cause of pos~-partum retroversion, 
he did not exclude insufficient emptying of the bladder and 
o~her conditions as possible predisponents. 




